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The question o f  what I 'd  like to see in state residentia l fa c i l i t ie s  for  

mentally retarded in the future is  like asking me what I 'd  lik e  for Christinas.

The question is  an in teresting one, and I would lik e  to  free-associate , shall 

we say, because in order to  get at the root o f  the problem, I can, at the same 

time, be relieved o f the mechanical and implementational problems that ordinarily  

d ic tate future course o f  events. This allows me to  zero in on what programs 

and services mentally retarded persons need generally and what do the state 

residentia l fa c i l i t ie s  need to provide sp e c ifica lly .

I f  we begin by agreeing that mentally retarded persons can learn, and that 

they can perceptively benefit from a variety o f services and experiences that 

are ordinarily  associated with the normal community, we can predict certain 

needs in future use o f state institutions for the mentally retarded. I f  we 

put the mentally retarded person in the category o f needing only custodial 

care because he cannot learn or improve in functioning, then the rest o f th is 

paper consists o f inappropriate projections o f  future program needs for the 

menta lly  retarded.

Based on my conviction that mentally retarded persons can learn and benefit 

from services, and that they are more like  us than they are unlike us, then 

we would have to say that the majority o f mentally retarded persons are the 

way they are because we have not, h is to r ica lly , provided su ffic ien t learning 

and socia l experiences needed. At the same time the professionals in the fie ld  

are just beginning to  understand how the mentally retarded learn and what needs
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to  be done to  teach in a meaningful way. The problem cannot be reduced to  such 

simple concepts because the business o f providing a sequence o f  services needed 

in order to  develop mentally retarded persons to  the lim its o f th eir  a b ility  

is  very complicated.

We have rather re lia b le  evidence that mentally retarded persons can im

prove their functional a b ility  i f  given opportunity to  learn and medical trea t

ment to  reduce physical handicaps. Can the mentally retarded person's mental 

condition be changed? Perhaps not, but we can a lter his functional a b ility  by 

getting him to  make better use o f the in telligence he does have.

Is  th is too optim istic? It  may be, i f  we use past history as a point o f  

projecting, rather than recent evidence o f resu lts.

What do we need to  do? I believe that we need a clear-cut planned situ 

ation where the placement o f mentally retarded persons is  based on the needs 

o f the particular person, and av a ilab ility  o f such services that w ill  predict

ably improve his functioning leve l. This would f ir s t  require sharing o f costs 

between the state and county welfare departments on, perhaps, an equal basis, 

so that placement decisions are based entirely  on what's best fo r  the individual 

rather than cost factors influencing the decision . Since i t  is  desirable that 

mentally retarded persons be cared for in the community and by the community 

as much as possib le, a kind o f counter-influence is  evident when cost to  the 

public through the county welfare departments is  much higher than the cost 

o f care in the in stitu tion . County welfare departments have to pay the fu ll  

cost o f services in the community and only 10 per cent o f the pro-rated costs 

in the in stitu tion . This situation often resu lts in placement in an in s titu t io n  

when i t  is  more advisable that the retarded person be programmed in his com

munity.



Legislation to  correct th is  situation w ill be introduced in the next le g is 

la tive  session and is  a key factor in the future development o f programs in the 

in stitu tion s. I t  is  strongly recommended that such leg is la tion  include require

ment that program standards be established for a l l  mentally retarded persons 

based on categorical levels  o f functioning applicable to both state in stitu tion s 

and community fa c i l i t i e s  serving the mentally retarded.

Program standards need to  include the determination o f location  o f  fa c i l i t ie s  

in relation  to  available medical, diagnostic, vocational, educational, and 

recreational services for persons liv ing  there. Such residentia l fa c i l i t ie s  

cannot be isolated  from community services as institu tions h is to r ica lly  have 

been.

I  hold to  the principle o f care close to the patient's  home and program 

opportunities. We need to  evaluate the "close to  home" principle i f  i t  excludes 

opportunity for programming in socia l and vocational training, medical care, 

recreation , etc. This clearly  implies that we need to evaluate our discharge 

p o lic ie s  that may be resulting in placement o f patients in situations that o ffe r  

less  training, medical, soc ia l, recreational opportunities than such persons 

need. We w ill need to  improve our community services to insure that mentally 

retarded persons are not simply existing close to  their homes without adequate 

service opportunities. I believe that the sharing o f costs leg is la tion  would 

be a step in the right d irection .

I f  we think o f programming the individual person through various fa c i l i t ie s  

and services that are, or may become, available, then we have to put the in stitu 

tion  in proper perspective to a l l  services and look at what point in a person's 

l i f e  is  i t  c r i t ic a l  that he be programmed in a special in stitu tion al program 

to  insure highest lev e l o f functioning. In other words, what services w ill the 

community use the in stitu tion  for  i f  one can e lect to place the patient in an 

institu tion  or a community fa c i l i t y  for a sp ec ific  course o f training without

regard to  the cost d iffe re n tia l?



This is  tough because i t  begs prediction o f  future conditions. At best,w

e can make a few educated projections based on previous experience and current 

levels  o f service. For example, institu tions s ta ff are becoming rather sophisticated 

in several areas o f program services for at least a portion o f the patient popu

la tion . In order to  assure a situation where a l l  patients are programmed accord

ing to  their needs, s ta ff w ill need to  be better trained, space made available 

for  increased services, smaller group liv in g  units established, and more s ta ff 

employed.

State hospitals should be thought o f as a community resource for  the 

public with strong emphasis on designing training and medical rehabilitation  

rather than custodial services. This, together with  increased development of 

various community services, w ill  greatly improve the resources available to  

the county welfare departments in carrying out lega l resp on sib ilities  for  

the mentally retarded in their county.

The population o f the in stitu tion  is  changing because o f  developments of 

various kinds o f community services—for example, daytime activ ity  centers, 

sheltered workshops, special education classes in the public schools and con

gregate care homes. Public awareness and acceptance o f i t s  responsib ility  

fo r  care o f  mentally retarded in  the community has increased s ign ifican tly , 

making the community a more comfortable place for  mentally retarded persons 

to  liv e  and work. This, I be lieve , has decreased demand for  services for 

certain categories o f mentally retarded persons, especially  the upper leve l 

in state institu tions.

Concurrent with th is , various kinds o f relationships have been developed 

between the institu tion  and community agencies that are resulting insign ificant 

improvement in state hospital programs. For example, through the Department o f 

Education we are developing educational programs in each hospital under T itle  I
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o f the Elementary and Secondary Education Act; vocational evaluation and 

training programs have been greatly increased by the Division o f Vocational 

Rehabilitation; an MDTA training program for  80 mentally retarded patients 

has been concluded through close cooperation o f lo ca l vocational schools, 

employment security o f f ic e s , the Division o f  Vocational Rehabilitation, and 

the Department o f Public Welfa re . We are now in the process o f studying 

insti.tution-educa.tion programs through the Minnesota National Laboratory 

o f  the Department o f Education in  order to  develop better learning opportunities 

for  a l l  residents and plan fo r  future programs. Foster grandparent programs 

are being developed in a l l  o f  the institutions through the Minnesota ARC, 

increasing the personal relationships with residents.

This sp ir it  o f  cooperation between various public agencies has m aterially 

helped state in stitu tion s in getting many o f the upper leve l mentally retarded 

persons back into the community as working and tax-paying c itizen s. Other 

less  capable patients have improved their functional leve l so that the com

munity is  better able to  care fo r  them. The types o f patients remaining in 

the in stitu tion s are prin cipally  trainable and severely retarded children and 

adults whose m ultip licity  o f  physical and learning problems require higher 

concentration o f  serv ices. 

Such developments indicate the future type o f  services that institutions 

w ill be called on increasingly to  provide. Some o f these people may benefit 

only from trad ition al custodial care, but the vast majority w ill lik e ly  benefit 

much more from a sequence o f training and medical services planned on an in 

dividual basis according to  his particular needs.

I t  appears to  me that state institutions w il l  be called on with  greater 

frequency to  provide sp e c ific  services for the following categories of 

mentally retarded persons:  
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1. Profoundly retarded children and young adult bed patients 

(Older patients are lik e ly  to  be placed in nursing homes 

i f  ava ilable). Such a program would need a dynamic diagnostic 

and medical rehabilitation  program that would address i t s e l f  

to  m obilizing patients as early as possib le.

2. Trainable children and adults—these patients would need a high con

centration o f  physical and socia l developmental programs, vocational 

training, learning classes, hand s k il ls , e t c . ,  for  return to  com

munity employment in  workshops and other residentia l centers 

ta ilored  to  their needs.

3. Severely retarded ambulatory children and adults—th is group would 

also require diagnostic services and a variety o f therapeutic learn

ing programs similar to group 2 above, in  order to  intervene in the 

p atien t's  d isa b ility  sequence as early as poss ib le . Return to the 

community would be a prime objective.

4. Educable children with  emotional and behavior problems. These persons 

w ill  need a high degree of therapeutic, educational and vocational 

services in order to  return them to  the community as quickly as 

possible for  continued involvement in special education classes, 

vocational training and employment. The principal fa c i l i t y  here 

would be the Owatonna State School, but consideration should be 

given to the Minnesota Residential Treatment Center and Adolescent 

Psychiatric Units in MI hospitals for coordination of services to 

mentally retarded,

5. Educable level, adults with  emotional and behavioral problems should 

be treated in mental illn ess  institu tions on an integrated basis 

to  the extent that they can benefit for such psychiatrically
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oriented programs. For those whose problems are related more 

c lose ly  to  soc ia l and vocational handicaps, and physical d isa b il it ie s , 

segregated units w ill  need to  be established in the MI institu tions 

or the MR in stitu tion s , or both.

To the extent that mental i l 1ness institu tions can develop special programs 

for  the above on a segregated unit basis, such programs should be further 

encouraged as i s  now being done through CHAFF—BR. Population projections 

for  the 1970-71 indicate that there w ill be a continued drop in population 

in MI in stitu tion s, opening new opportunities for special unit programs for  

the mentally retarded, 

Probably because community services have been able to  deal fa ir ly  e ffe ct iv e ly  

with the less  severely retarded persons, the in stitu tion s w ill be getting more 

severely retarded persons with complicated physical, neurological and training 

problems than they did several years ago. This, I be lieve , indicates our 

future function, and i f  we are to  improve their functional leve l in a planned, 

deliberate way, a higher concentration o f sk illed  s ta f f ,  more services, and 

space w ill  be needed.

For these reasons i t  would appear that the following projections can 

be made:

1. There needs to be a sharing-of-costs law which would not fin an cia lly  

penalize county welfare departments in developing a sequence o f 

services needed for  a particular individual. This should include 

provisions for sharing o f costs with the patien t's  family in order 

to  keep him at home, i f  th is is  desirable.

2. Most large patient buildings in the in stitu tion s w ill need to be 

converted into small patient group-living units which w ill further 

reduce bed capacity. (A few dorms m y be needed.) This should



include adapting certain units for  use by children, bearing in 

mind that approximately one third o f  the patient population in 

the MR in stitu tion s is  under 21.

3. We need to  establish rehabilitation  space standards in  addition to  

Department o f Health’ s hospital standards for  bed space. This, 

together with  creating small group liv in g  units, may reduce a 

1500-bed capacity hospital to  900 to  1000 beds in order to  accomplish 

such a specialty function.

4. Program standards w ill  need to  be established for  the various cate

gories o f mentally retarded persons, and they need to  be applicable 

whether the MR person is  in a community or in stitu tion a l setting. 

5. Increased emphasis on the employment o f professional teachers, 

occupational, recreational, and music therapists, physical therapists, 

speech therapists, rehabilitation  nurses, vocational training s ta ff , 

counselors, socia l workers and psychologists. This needs to include 

the establishment o f diagnostic services that cannot be provided 

before the patients get into the in stitu tion  and diagnostic services 

that are needed on a continuing program basis.

6. More medical rehabilitation  s ta ff o f specia lists  w i l l  be needed to  

develop programs for  the physically disabled, conduct research, and 

carry on continuing diagnostic evaluation.

7. Establish a health service with appropriate physician-patient ratios 

in order to  carry out better family physician type medical services. 

Stronger lia ison  with other community agencies in order to  improve 

the quality o f  services to patients, including Division o f Vocational 

Rehabilitation, Special Education, University o f Minnesota, state 

colleges, employment o f f ic e s , vocational training schools, medical 

schools, and schools training occupational therapists, recreation

therap ists, music therapists, and teachers.



It  should be clear that the institutions are not to perform a custodial 

function because, in most respects, the communities would be better equipped 

to  do th is . Institu tions should be developed into the best concentration o f 

medical and training services in order to  provide a service that w ill  return 

the MR to  the community in better shape and better able to  cope with 

community liv in g  and to  raise the functional lev e l o f those who cannot cope 

with community liv in g .

I t  is  desirable that MI in stitu tion s develop MR services separately from 

the mentally i l l  patients in order to e ffe c t iv e ly  deal with the varied develop

mental, educational and medical needs peculiar to  the mentally retarded.

Those persons served on an integrated basis should be in te lligen t enough to 

cope with the soc ia l structure o f  that particular unit and who can benefit from 

psychiatrica lly  oriented services.
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